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Reye Syndrome in Virginia, 1976-1985

Over the last ten years (1976-1985),
104 cases of Reye syndrome (RS)

on admission to a hospital (see classifi-
(Continued to page 9)

Reye Syndrome

have been reported to the Division of  |CASES Reported Cases by Year and Outcome
Epidemiology. Ninety cases met the Virginia, 1976-1985
Centers for Disease Control’s case 25 _
definition (see inset). 22.5
Information on these ninety cases o)
was recently analyzed and serves as
the basis for this report. The general % [] NONFATAL
trend (see Figure 1) has been one of a 17.5 _
gradual decline in total number of Hi
cases reported, with a more remark- 15
able decrease in fatal cases (P < .001
£ 'y chi square for trend). The case 12.5 ]
tality rate was 71% in 1976 and only 10
14% in 1984. To date, no cases which =
met the case definition have been re- 75
ported for 1985. 1
The greatest number of cases had =
onset during 1980, a year when influ- l
enza type B was responsible for most 2.5 . ;ﬂg’-j
influenza activity.! Occurrence was _g& ':_ggfi&
seasonal; most (63%) had onsets of 0 - - - e}
iliness during the winter months, Jan- 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985
uary through March.
There was little geographic varia- YEAR REPORTED
tion in incidence. The mean annual
incidence (cases/100,000 population
under 25 years of age) ranged from 5
0.30 in the northerﬁ region of the Reye Sy'fdm",'e Cqse Definition
State to 0.53 in the southwestern re- for Epidemiologic Purposes
gion. 1. An acute noninflammatory encephalopathy documented by a) a clini-
The mean age of confirmed cases cal picture of an alteration in the level of consciousness, and, if
was 7.3 years, with 28% of cases in available, b) a cerebrospinal fluid specimen containing < 8 leukocytes/
the 11-19 year age group. The oldest mm?, or c) histologic sections of the brain demonstrating cerebral
case was 24 years old. Females (54%) edema without perivascular or meningeal inflammation;
slightly outnumbered males. . La i ; y
A respiratory illness was by far the 2. Evidence of hepatic involvement documented by either a) microvesi-
most common antecedent event, af- cular fatty metamorphosis of the liver, diagnosed by biopsy or au-
fecting 50 (55%) cases, while chicken- topsy, or b) a three-fold or greater rise in either the serum glutamic-
x (varicella) preceded RS for 18 oxaloacetic transaminase (SGOT), serum glutamic-pyruvic
C 0%). transaminase (SGPT), or serum ammonia (NH,), and if available, ¢) a
The neurologic condition of most serum total bilirubin of < 4.0 mg/dl; and
patients (62%) was stage 1 or stage II 3. No other more reasonable explanation for the cerebral and hepatic

abnormalities.




Preventing Transmission of HTLV-III in the Workplace

Summary

The information and recommenda-
tions contained in this document have
been developed with particular em-
phasis on health-care workers and
others in related occupations in which
exposure might occur to blood from
persons infected with HTLV-11I/LAV,
the ““AIDS virus.” Because of public
concern about the purported risk of
transmission of HTLV-III/LAV by
persons providing personal services
and those preparing and serving food
and beverages, this document also ad-
dresses personal-service and food-
service workers. Finally, it addresses
“‘other workers''—persons in set-
tings, such as offices, schools, factor-
ies, and construction sites, where
there is no known risk of AIDS virus
transmission.

Because AIDS is a bloodborne,
sexually transmitted disease that is.
not spread by casual contact, this doc-
ument does not recommend routine
HTLV-11I/LAV antibody screening
for the groups addressed. Because
AIDS is not transmitted through prep-

J

]

ﬁ?

v

aration or serving of food and bever-
ages, these recommendations state
that food-service workers known to
be infected with AIDS should not be
restricted from work unless they have
another infection or illness for which
such restriction would be warranted.
This document contains detailed
recommendations for precautions ap-
propriate to prevent transmission of
all bloodborne infectious diseases to
people exposed—in the course of
their duties—to blood from persons
who may be infected with HTLV-111/
LAV. They emphasize that health-
care workers should take all possible
precautions to prevent needlestick in-
jury. The recommendations are based
on the well-documented modes of
HTLV-HI/LAV transmission and in-
corporate a ‘“‘worst case' scenario,
the hepatitis B model of transmission.
Because the hepatitis B virus is also
bloodborne and is both hardier and
more infectious than HTLV-III/LAV,
recommendations that would prevent
transmission of hepatitis B will also
prevent transmission of AIDS.

Formulation of specific recommen-
dations for health-care workers who
perform invasive procedures is in proO
gress.

Introduction

Persons at increased risk of acquir-
ing infection with human T-lympho-
tropic virus type [llI/lymphadeno-
pathy-associated virus (HTLV-11I/
LAV), the virus that causes acquired
immunodeficiency syndrome (AIDS),
include homosexual and bisexual
men, intravenous (1V) drug abusers,
persons transfused with contaminated
blood or blood products, heterosexual
contacts of persons with HTLV-11I/
LAV infection, and children born to
infected mothers. HTLV-III/LAV is
transmitted through sexual contact,
parenteral exposure to infected blood
or blood components, and perinatal
transmission from mother to neonate.
HTLV-III/LAV has been isolated
from blood, semen, saliva, tears,
breast milk, and urine and is likely to
be isolated from some other body flu-
ids, secretions, and excretions, but
epidemiologic evidence has impli-
cated only blood and semen in trans-

mission. Studies of nonsexual house ™
hold contacts of AIDS patients indiw’

cate that casual contact with saliva
and tears does not result in transmis-
sion of infection. Spread of infection
to household contacts of infected per-
sons has not been detected when the
household contacts have not been sex
partners or have not been infants of
infected mothers. The kind of nonsex-
ual person-to-person contact that gen-
erally occurs among workers and cli-
ents or consumers in the workplace
does not pose a risk for transmission
of HTLV-III/LAV.

As in the development of any such
recommendations, the paramount
consideration is the protection of the
public’s health. The following recom-
mendations have been developed for
all workers, particularly workers in
occupations in which exposure might
occur to blood from individuals in-
fected with HTLV-III/LAV. These
recommendations reinforce and sup-
plement the specific recommenda-
tions that were published earlier for
clinical and laboratory staffs (/) and
for dental-care personnel and person
performing necropsies and morti
cians’ services (2). Because of public
concern about the purported risk of
transmission of HTLV-III/LAV by
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persons providing personal services
and by food and beverages, these rec-
ommendations contain information
and recommendations for personal-
C service and food-service workers. Fi-
nally, these recommendations address
workplaces in general where there is
no known risk of transmission of
HTLV-III/LAV (e.g., offices, schools,
factories, construction sites). Formu-
lation of specific recommendations for
health-care workers (HCWs) who per-
form invasive procedures (e.g., sur-
geons, dentists) is in progress. Sepa-
rate recommendations are also being
developed to prevent HTLV-III/LAV
transmission in prisons, other correc-
tional facilities, and institutions hous-
ing individuals who may exhibit un-
controllable behavior (e.g., custodial
institutions) and in the perinatal set-
ting. In addition, separate recommen-
dations have already been developed
for children in schools and day-care
centers (3).

HTLV-111/LAV-infected individuals
include those with AIDS (4); those
diagnosed by their physician(s) as
having other illnesses due to infection
with HTLV-11I/LAV; and those who
have virologic or serologic evidence
of infection with HTLV-1II/LAV but
» who are not ill.

These recommendations are based
on the well-documented modes of
HTLV-III/LAV transmission identi-
fied in epidemiologic studies and on
comparison with the hepatitis B expe-
rience. Other recommendations are
based on the hepatitis B model of
transmission.

Comparison With the Hepatitis B Virus
Experience

The epidemiology of HTLV-11I/
LAV infection is similar to that of
hepatitis B virus (HBV) infection, and
much that has been learned over the
last 15 years related to the risk of
acquiring hepatitis B in the workplace
can be applied to understanding the
risk of HTLV-I1I/LAV transmission in
the health-care and other occupa-
tional settings. Both viruses are trans-
mitted through sexual contact, paren-
teral exposure to contaminated blood
or blood products, and perinatal
transmission from infected mothers to
their offspring. Thus, some of the
same major groups at high risk for
HBV infection (e.g., homosexual
'men, IV drug abusers, persons with
hemophilia, infants born to infected
mothers) are also the groups at high-
est risk for HTLV-1II/LAV infection.
Neither HBV nor HTLV-III/LAV has
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been shown to be transmitted by ca-
sual contact in the workplace, con-
taminated food or water, or airborne
or fecal-oral routes (5).

HBYV infection is an occupational
risk for HCWs, but this risk is related
to degree of contact with blood or
contaminated needles. HCWs who do
not have contact with blood or nee-
dles contaminated with blood are not
at risk for acquiring HBV infection in
the workplace (6-8).

In the health-care setting, HBV
transmission has not been docu-
mented between hospitalized pa-
tients, except in hemodialysis units,
where blood contamination of the en-
vironment has been extensive or
where HBV-positive blood from one
patient has been transferred to an-
other patient through contamination
of instruments. Evidence of HBV
transmission from HCWs to patients
has been rare and limited to situations
in which the HCWs exhibited high
concentrations of virus in their blood
(at least 100,000,000 infectious virus
particles per ml of serum), and the
HCWs sustained a puncture wound
while performing traumatic proce-
dures on patients or had exudative or
weeping lesions that allowed virus to
contaminate instruments or open
wounds of patients (9-/1).

Current evidence indicates that, de-
spite epidemiologic similarities of
HBV and HTLV-III/LAV infection,
the risk for HBV transmission in
health-care settings far exceeds that
for HTLV-III/LAV transmission. The
risk of acquiring HBV infection fol-
lowing a needlestick from an HBV
carrier ranges from 6% to 30% (12,13),
far in excess of the risk of HTLV-11l/
LAV infection following a needlestick
involving a source patient infected
with HTLV-III/LAV, which is less
than 1%. In addition, all HCWs who
have been shown to transmit HBV
infection in health-care settings have

belonged to the subset of chronic
HBYV carriers who, when tested, have
exhibited evidence of exceptionally
high concentrations of virus (at least
100,000,000 infectious virus particles
per ml) in their blood. Chronic carri-
ers who have substantially lower con-
centrations of virus in their blood
have not been implicated in transmis-
sion in the health-care setting (9-
/1,14). The HBV model thus repre-
sents a ‘‘worst case’ condition in
regard to transmission in health-care
and other related settings. Therefore,
recommendations for the control of
HBV infection should, if followed,
also effectively prevent spread of
HTLV-III/LAV. Whether additional
measures are indicated for those
HCWs who perform invasive proce-
dures will be addressed in the recom-
mendations currently being devel-
oped.

Routine screening of all patients or
HCWs for evidence of HBV infection
has never been recommended. Con-
trol of HBV transmission in the
health-care setting has emphasized
the implementation of recommenda-
tions for the appropriate handling of
blood, other body fluids, and items
soiled with blood or other body fluids.
Transmissions from Patients to
Health-Care Workers

HCWs include, but are not limited
to, nurses, physicians, dentists and
other dental workers, optometrists,
podiatrists, chiropractors, laboratory
and blood bank technologists and
technicians, phlebotomists, dialysis
personnel, paramedics, emergency
medical technicians, medical exam-
iners, morticians, housekeepers,
laundry workers, and others whose
work involves contact with patients,
their blood or other body fluids, or
corpses.

Recommendations for HCWs em-
phasize precautions appropriate for
preventing transmission of blood-
borne infectious diseases, including
HTLV-III/LAV and HBV infections.
Thus, these precautions should be en-
forced routinely, as should other stan-
dard infection-control precautions, re-
gardless of whether HCWs or patients
are known to be infected with HTLV-
11I/LAV or HBV. In addition to being
informed of these precautions, all
HCWs, including students and
housestaff, should be educated re-
garding the epidemiology, modes of
transmission, and prevention of
HTLV-III/LAV infection.

Risk of HCWs acquiring HTLV-111/
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LAV in the workplace. Using the HBV
model, the highest risk for transmis-
sion of HTLV-III/LAV in the work-
place would involve parenteral expo-
sure to a needle or other sharp
instrument contaminated with blood
of an infected patient. The risk to
HCWs of acquiring HTLV-II/LAV
infection in the workplace has been
evaluated in several studies. In five
separate studies, a total of 1,498
HCWs have been tested for antibody
to HTLV-III/LAV. In these studies,
666 (44.5%) of the HCWs had direct
parenteral (needlestick or cut) or mu-
cous membrane exposure to patients
with AIDS or HTLV-III/LAV infec-
tion. Most of these exposures were to
blood rather than to other body fluids.
None of the HCWs whose initial sero-
logic tests were negative developed
subsequent evidence of HTLV-III/
LAV infection following their expo-
sures. Twenty-six HCWs in these five
studies were seropositive when first
tested; all but three of these persons
belonged to groups recognized to be
at increased risk for AIDS (/5). Since

4

one was tested anonymously, epide-
miologic information was available on
only two of these three seropositive
HCWs. Although these two HCWs
were reported as probable occupa-
tionally related HTLV-1II/LAV infec-
tion (/5,16), neither had a preexpo-
sure nor an early postexposure serum
sample available to help determine
the onset of infection. One case re-
ported from England describes a
nurse who seroconverted following an
accidental parenteral exposure to a
needle contaminated with blood from
an AIDS patient (/7).

In spite of the extremely low risk of
transmission of HTLV-III/LAYV infec-
tion, even when needlestick injuries
occur, more emphasis must be given
to precautions targeted to prevent
needlestick injuries in HCWs caring
for any patient, since such injuries
continue to occur even during the care
of patients who are known to be in-
fected with HTLV-I1I/LAV.

Precautions to prevent acquisition
of HTLV-HI/LAV infection by HCWs
in the workplace. These precautions

represent prudent practices that apply
to preventing transmission of HTLV-
III/LAV and other bloodborne infec-
tions and should be used routinely
(18).

1. Sharp items (needles, scalpel
blades, and other sharp instru-
ments) should be considered as
potentially infective and be han-
dled with extraordinary care to
prevent accidental injuries.

2. Disposable syringes and nee-
dles, scalpel blades, and other
sharp items should be placed
into puncture-resistant contain-
ers located as close as practical
to the area in which they were
used. To prevent needlestick in-
juries, needles should not be re-
capped, purposefully bent, bro-
ken, removed from disposable
syringes, or otherwise manipu-
lated by hand.

3. When the possibility of exposure
to blood or other body fluids ex-
ists, routinely recommended
precautions should be followed.
The anticipated exposure may
require gloves alone, as in han-
dling items soiled with blood or
equipment contaminated with
blood or other body fluids, or
may also require gowns, masks,
and eye-coverings when per-
forming procedures involving
more extensive contact with
blood or potentially infective
body fluids, as in some dental or
endoscopic procedures or post-
mortem examinations. Hands
should be washed thoroughly
and immediately if they acciden-
tally become contaminated with
blood.

4. To minimize the need for emer-
gency mouth-to-mouth resusci-
tation, mouth pieces, resuscita-
tion bags, or other ventilation
devices should be strategically
located and available for use in
areas where the need for resusci-
tation is predictable.

5. Pregnant HCWs are not known
to be at greater risk of contract-
ing HTLV-1II/LAV infections
than HCWs who are not preg-
nant; however, if a HCW de-
velops HTLV-III/LAV infection
during pregnancy, the infant is at
increased risk of infection result-

ing from perinatal transmission. |

Because of this risk, pregnant
HCWs should be especially fa-
miliar with precautions for pre-
venting HTLV-III/LAV trans-
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mission (/9).
Precautions for HCWs during home
care of persons infected with HTLV-

@™\ 111/LAV. Persons infected with HTLV-
W lII/LAV can be safely cared for in

home environments. Studies of family
members of patients infected with
HTLV-III/LAV have found no evi-
dence of HTLV-1II/LAV transmission
to adults who were not sexual con-
tacts of the infected patients or to
children who were not at risk for peri-
natal transmission (3). HCWs provid-
ing home care face the same risk of
transmission of infection as HCWs in
hospitals and other health-care set-
tings, especially if there are needle-
sticks or other parenteral or mucous
membrane exposures to blood or
other body fluids.

When providing health-care service
in the home to persons infected with
HTLV-11I/LAV, measures similar to
those used in hospitals are appropri-
ate. As in the hospital, needles should
not be recapped, purposefully bent,
broken, removed from disposable sy-
ringes, or otherwise manipulated by
hand. Needles and other sharp items
should be placed into puncture-resist-
ant containers and disposed of in ac-

cordance with local regulations for
solid waste. Blood and other body
fluids can be flushed down the toilet.
Other items for disposal that are con-
taminated with blood or other body
fluids that cannot be flushed down the
toilet should be wrapped securely in a
plastic bag that is impervious and
sturdy (not easily penetrated). It
should be placed in a second bag be-
fore being discarded in a manner con-
sistent with local regulations for solid
waste disposal. Spills of blood or
‘other body fluids should be cleaned
‘'with soap and water or a household
detergent. As in the hospital, individ-
uals cleaning up such spills should
wear disposable gloves. A disinfec-
tant solution or a freshly prepared so-
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lution of sodium hypochlorite (house-
hold bleach, see below) should be
used to wipe the area after cleaning.

Precautions for providers of pre-
hospital emergency health care. Pro-
viders of prehospital emergency
health care include the following:
paramedics, emergency medical tech-
nicians, law enforcement personnel,
firefighters, lifeguards, and others
whose job might require them to pro-
vide first-response medical care. The
risk of transmission of infection, in-
cluding HTLV-III/LAV infection,
from infected persons to providers of
prehospital emergency health care
should be no higher than that for
HCWs providing emergency care in
the hospital if appropriate precautions
are taken to prevent exposure to
blood or other body fluids.

Providers of prehospital emergency
health care should follow the precau-
tions outlines above for other HCWs.
No transmission of HBYV infection
during mouth-to-mouth resuscitation
has been documented. However, be-
cause of the theoretical risk of sali-
vary transmission of HTLV-III/LAV
during mouth-to-mouth resuscitation,
special attention should be given to
the use of disposable airway equip-
ment or resuscitation bags and the
wearing of gloves when in contact
with blood or other body fluids. Re-
suscitation equipment and devices
known or suspected to be contami-
nated with blood or other body fluids
should be used once and disposed of
or be thoroughly cleaned and disin-
fected after each use.

Management of parenteral and mu-
cous membrane exposures of HCWs.
If a HCW has a parenteral (e.g.,
needlestick or cut) or mucous mem-
brane (e.g., splash to the eye or
mouth) exposure to blood or other
body fluids, the source patient should
be assessed clinically and epidemio-

logically to determine the likelihood
of HTLV-1II/LAV infection. If the as-
sessment suggests that infection may
exist, the patient should be informed
of the incident and requested to con-
sent to serologic testing for evidence
of HTLV-III/LAV infection. If the
source patient has AIDS or other evi-
dence of HTLV-11I/LAYV infection, de-
clines testing, or has a positive test,
the HCW should be evaluated clini-
cally and serologically for evidence of
HTLV-III/LAV infection as soon as
possible after the exposure, and, if
seronegative, retested after 6 weeks
and on a periodic basis thereafter
(e.g., 3, 6, and 12 months following
exposure) to determine if transmis-
sion has occurred. During this follow-
up period, especially the first 6-12
weeks, when most infected persons
are expected to seroconvert, exposed
HCWs should receive counseling
about the risk of infection and follow
U.S. Public Health Service (PHS) rec-
ommendations for preventing trans-
mission of AIDS (20,21). If the source
patient is seronegative and has no
other evidence of HTLV-III/LAV in-
fection, no further follow-up of the
HCW is necessary. If the source pa-

tient cannot be identified, decisions
regarding appropriate follow-up
should be individualized based on the
type of exposure and the likelihood
that the source patient was infected.
Serologic testing of patients. Rou-
tine serologic testing of all patients for
antibody to HTLV-III/LAV is not rec-
ommended to prevent transmission of
HTLV-11I/LAV infection in the work-
place. Results of such testing are un-
likely to further reduce the risk of
transmission, which, even with docu-
mented needlesticks, is already ex-
tremely low. Furthermore, the risk of
needlestick and other parenteral ex-
posures could be reduced by empha-
sizing and more consistently imple-
menting routinely recommended
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infection-control precautions (e.g.,
not recapping needles). Moreover,
results of routine serologic testing
would not be available for emergency
cases and patients with short lengths
of stay, and additional tests to deter-
mine whether a positive test was a
true or false positive would be re-
quired in populations with a low prev-
alence of infection. However, this rec-
ommendation is based only on
considerations of occupational risks
and should not be construed as a rec-
ommendation against other uses of
the serologic test, such as for diagno-
sis or to facilitate medical manage-
ment of patients. Since the experience
with infected patients varies substan-
tially among hospitals (75% of all
AIDS cases have been reported by
only 280 of the more than 6,000 acute-
care hospitals in the United States),
some hospitals in certain geographic
areas may deem it appropriate to initi-
ate serologic testing of patients.
Transmission from Health-Care
Workers to Patients

Risk of transmission of HTLV-11l/
LAV infection from HCWs to pa-
tients. Although there is no evidence
that HCWs infected with HTLV-11I/
LAV have transmitted infection to pa-
tients, a risk of transmission of HTLV-
III/LAV infection from HCWs to
patients would exist in situations
where there is both (1) a high degree
of trauma to the patient that would
provide a portal of entry for the virus
(e.g., during invasive procedures) and
6

(2) access of blood or serous fluid
from the infected HCW to the open
tissue of a patient, as could occur if
the HCW sustains a needlestick or
scalpel injury during an invasive pro-
cedure. HCWs known to be infected
with HTLV-III/LAV who do not per-
form invasive procedures need not be
restricted from work unless they have
evidence of other infection or illness
for which any HCW should be re-
stricted. Whether additional restric-
tions are indicated for HCWs who
perform invasive procedures is cur-
rently being considered.

Precautions to prevent transmis-
sion of HTLV-III/LAV infection from
HCWs to patients. These precautions
apply to all HCWs, regardless of
whether they perform invasive proce-
dures: (1) All HCWs should wear
gloves for direct contact with mucous
membranes or nonintact skin of all
patients and (2) HCWs who have ex-
udative lesions or weeping dermatitis
should refrain from all direct patient
care and from handling patient-care
equipment until the condition re-
solves.

Management of parenteral and mu-
cous membrane exposures of pa-
tients. If a patient has a parenteral or
mucous niembrane exposure to blood
or other body fluids of a HCW, the
patient should be informed of the inci-
dent and the same procedure outlined
above for exposures of HCWs to pa-
tients should be followed for both the
source HCW and the potentially ex-

posed patient. Management of this
type of exposure will be addressed in
more detail in the recommendations
for HCWs who perform invasive pro-
cedures.

Serologic testing of HCWs. Routine
serologic testing of HCWs who do not
perform invasive procedures (includ-
ing providers of home and prehospital
emergency care) is not recommended
to prevent transmission of HTLV-111/
LAYV infection. The risk of transmis-
sion is extremely low and can be fur-
ther minimized when routinely
recommended infection-control pre-
cautions are followed. However, sero-
logic testing should be available to
HCWs who may wish to know their
HTLV-11I/LAV infection status.
Whether indications exist for sero-
logic testing of HCWs who perform
invasive procedures is currently being
considered.

Risk of occupational acquisition of
other infectious diseases by HCWs
infected with HTLV-III/LAV. HCWs
who are known to be infected with
HTLV-III/LAV and who have defec-
tive immune systems are at increased
risk of acquiring or experiencing seri-
ous complications of other infectious
diseases. Of particular concern is the
risk of severe infection following ex-
posure to patients with infectious dis-
eases that are easily transmitted if ap-
propriate precautions are not taken
(e.g., tuberculosis). HCWs infected
with HTLV-11I/LAV should be coun-
seled about the potential risk asso-
ciated with taking care of patients
with transmissible infections and
should continue to follow existing rec-
ommendations for infection control to
minimize their risk of exposure to
other infectious agents (/8,19). The
HCWSs’ personal physician(s), in con-
junction with their institutions’ per-
sonnel health services or medical di-
rectors, should determine on an
individual basis whether the infected
HCWs can adequately and safely per-
form patient-care duties and suggest
changes in work assignments, if indi-
cated. In making this determination,
recommendations of the Immuniza-
tion Practices Advisory Committee
and institutional policies concerning
requirements for vaccinating HCWs
with live-virus vaccines should also
be considered.

Sterilization, Disinfection,
Housekeeping, and Waste Disposal to
Prevent Transmission of HTLV-1IlI/LAV

Sterilization and disinfection proce-

dures currently recommended for use
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(22,23) in health-care and dental facili-
ties are adequate to sterilize or disin-
fect instruments, devices, or other
items contaminated with the blood or
other body fluids from individuals in-
fected with HTLV-1II/LAV. Instru-
ments or other nondisposable items
that enter normally sterile tissue or
the vascular system or through which
blood flows should be sterilized be-
fore reuse. Surgical instruments used
on all patients should be decontami-
nated after use rather than just rinsed
with water. Decontamination can be
accomplished by machine or by hand
cleaning by trained personnel wearing
appropriate protective attire (24) and
using appropriate chemical germi-
cides. Instruments or other nondis-
posable items that touch intact mu-
cous membranes should receive
high-level disinfection.

Several liquid chemical germicides
commonly used in laboratories and
health-care facilities have been shown
to kill HTLV-III/LAV at concentra-
tions much lower than are used in
practice (25). When decontaminating
instruments or medical devices,
chemical germicides that are regis-
tered with and approved by the U.S.
Environmental Protection Agency

.(EPA) as ‘“‘sterilants”” can be used
C~=either for sterilization or for high-level
disinfection depending on contact
time; germicides that are approved for
use as ‘‘hospital disinfectants’ and

are mycobactericidal when used at ap-
propriate dilutions can also be used
for high-level disinfection of devices
and instruments. Germicides that are
mycobactericidal are preferred be-
cause mycobacteria represent one of
the most resistant groups of microor-
ganisms; therefore, germicides that
are effective against mycobacteria are
also effective against other bacterial
and viral pathogens. When chemical
germicides are used, instruments or
devices to be sterilized or disinfected
should be thoroughly cleaned before
exposure to the germicide, and the
manufacturer’s instructions for use of
the germicide should be followed.

Laundry and dishwashing cycles
commonly used in hospitals are ade-
quate to decontaminate linens, dishes,
glassware, and utensils. When clean-
ing environmental surfaces, house-
keeping procedures commonly used
in hospitals are adequate; surfaces ex-
posed to blood and body fluids should
be cleaned with a detergent followed
by decontamination using an EPA-ap-
proved hospital disinfectant that is
mycobatericidal. Individuals cleaning
up such spills should wear disposable
gloves. Information on specific label
claims of commercial germicides can
be obtained by writing to the Disinfec-
tants Branch, Office of Pesticides, En-
vironmental Protection Agency, 401
M Street, S.W., Washington, D.C.,
20460.

CASES REPORTED

100 Influenza Surveillance Virginia 1985-86
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C The number of cases of influenza-like illness reported by 33 sentinel physicians in
Virginia increased to a moderate extent in January. There were several reports of
isolation in Virginia of type B viruses. Nationally, outbreaks in several states have
been reported, most caused by type A (H3N2) and type B viruses.
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In addition to hospital disinfectants,
a freshly prepared solution of sodium
hypochlorite (household bleach) is an
inexpensive and very effective germi-
cide (25). Concentrations ranging
from 5,000 ppm (a 1:10 dilution of
household bleach) to 500 ppm (a 1:100
dilution) sodium hypochlorite are ef-
fective, depending on the amount of
organic material (e.g., blood, mucus,
etc.) present on the surface to be
cleaned and disinfected.

Sharp items should be considered
as potentially infective and should be
handled and disposed of with extraor-
dinary care to prevent accidental inju-
ries. Other potentially infective waste
should be contained and transported
in clearly identified impervious plastic
bags. If the outside of the bag is con-
taminated with blood or other body
fluids, a second outer bag should be
used. Recommended practices for dis-
posal of infective waste (23) are ade-
quate for disposal of waste contami-
nated by HTLV-III/LAV. Blood and
other body fluids may be carefully
poured down a drain connected to a
sanitary sewer.

Considerations Relevant to Other
Workers

Personal-service workers (PSWs).
PSWs are defined as individuals
whose occupations involve close per-
sonal contact with clients (e.g.,
hairdressers, barbers, estheticians,
cosmetologists, manicurists, pedi-
curists, massage therapists). PSWs
whose services (tattooing, ear pierc-
ing, acupuncture etc.) require needles
or other instruments that penetrate
the skin should follow precautions in-
dicated for HCWs. Although there is
no evidence of transmission of HTLV-
II/LAV from clients to PSWs, from
PSWs to clients, or between clients of
PSWs, a risk of transmission would
exist from PSWs to clients and vice
versa in situations where there is both
(1) trauma to one of the individuals
that would provide a portal of entry
for the virus and (2) access of blood or
serous fluid from one infected person
to the open tissue of the other, as
could occur if either sustained a cut.
A risk of transmission from client to
client exists when instruments con-
taminated with blood are not steril-
ized or disinfected between clients.
However, HBV transmission has
been documented only rarely in acu-
puncture, ear piercing, and tattoo es-
tablishments and never in other per-
sonal-service settings, indicating that
any risk for HTLV-11I/LAV transmis-

7




sion in personal-service settings must
be extremely low.

All PSWs should be educated about
transmission of bloodborne infec-
tions, including HTLV-III/LAV and
HBYV. Such education should empha-
size principles of good hygiene, anti-
sepsis, and disinfection. This educa-
tion can be accomplished by national
or state professional organizations,
with assistance from state and local
health departments, using lectures at
meetings or self-instructional materi-
als. Licensure requirements should
include evidence of such education.
Instruments that are intended to pene-
trate the skin (e.g., tattooing and acu-
puncture needles, ear piercing de-
vices) should be used once and
disposed of or be thoroughly cleaned
and sterilized after each use using pro-
cedures recommended for use in
health-care institutions. Instruments
not intended to penetrate the skin but
which may become contaminated
with blood (e.g., razors), should be
used for only one client and be dis-
posed of or thoroughly cleaned and
disinfected after use using procedures
recommended for use in health-care
institutions. Any PSW with exudative
lesions or weeping dermatitis, regard-
less of HTLV-III/LAV infection sta-
tus, should refrain from direct contact
with clients until the condition re-
solves. PSWs known to be infected
with HTLV-III/LAV need not be re-
stricted from work unless they have
evidence of other infections or ill-
nesses for which any PSW should also
be restricted.

Routine serologic testing of PSWs
for antibody to HTLV-III/LAV is not
recommended to prevent transmis-
sion from PSWs to clients.

Food-service workers (FSWs).
FSWs are defined as individuals
whose occupations involve the prepa-
ration or serving of food or beverages
(e.g., cooks, caterers, servers, wait-
ers, bartenders, airline attendants).
All epidemiologic and laboratory evi-
dence indicates that bloodborne and
sexually transmitted infections are not
transmitted during the preparation or
serving of food or beverages, and no
instances of HBV or HTLV-1II/LAV
transmission have been documented
in this setting.

All FSWs should follow recom-
mended standards and practices of
good personal hygiene and food sani-
tation (26). All FSWs should exercise
care to avoid injury to hands when
preparing food. Should such an injury
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occur, both aesthetic and sanitary
considerations would dictate that food
contaminated with blood be dis-
carded. FSWs known to be infected
with HTLV-11I/LAV need not be re-
stricted from work unless they have
evidence of other infection or illness
for which any FSW should also be
restricted.

Routine serologic testing of FSWs
for antibody to HTLV-1II/LAV is not
recommended to prevent disease
transmission from FSWs to con-
sumers.

Other workers sharing the same
work environment. No known risk of
transmission to co-workers, clients,
or consumers exists from HTLV-I11/
LAV-infected workers in other set-
tings (e.g., offices, schools, factories,
construction sites). This infection is
spread by sexual contact with infected
persons, injection of contaminated
blood or blood products, and by peri-
natal transmission. Workers known to
be infected with HTLV-III/LAV
should not be restricted from work
solely based on this finding. More-
over, they should not be restricted
from using telephones, office equip-
ment, toilets, showers, eating facili-
ties, and water fountains. Equipment
contaminated with blood or other
body fluids of any worker, regardless
of HTLV-III/LAV infection status,
should be cleaned with soap and wa-
ter or a detergent. A disinfectant solu-
tion or a fresh solution of sodium hy-
pochlorite (household bleach, see
above) should be used to wipe the
area after cleaning.

Other Issues in the Workplace

The information and recommenda-
tions contained in this document do
not address all the potential issues
that may have to be considered when
making specific employment deci-
sions for persons with HTLV-I1I/LAV
infection. The diagnosis of HTLV-11I/
LAV infection may evoke unwar-
ranted fear and suspicion in some co-
workers. Other issues that may be
considered include the need for confi-
dentiality, applicable federal, state, or
local laws governing occupational
safety and health, civil rights of em-
ployees, workers' compensation
laws, provisions of collective bargain-
ing agreements, confidentiality of
medical records, informed consent,
employee and patient privacy rights,
and employee right-to-know statutes.
Development of These

Recommendations
The information and recommenda-

tions contained in these recommenda-
tions were developed and compiled by
CDC and other PHS agencies in con-
sultation with individuals representing
various organizations. The following
organizations were represented: As-
sociation of State and Territorial
Health Officials, Conference of State
and Territorial Epidemiologists, Asso-
ciation of State and Territorial Public
Health Laboratory Directors, Na-
tional Association of County Health
Officials, American Hospital Associa-
tion, United States Conference of Lo-
cal Health Officers, Association for
Practitioners in Infection Control, So-
ciety of Hospital Epidemiologists of
America, American Dental Associa-
tion, American Medical Association,
American Nurses’ Association,
American Association of Medical Col-
leges, American Association of Den-
tal Schools, National Institutes of
Health, Food and Drug Administra-
tion, Food Research Institute, Na-
tional Restaurant Association, Na-
tional Hairdressers and
Cosmetologists Association, National
Gay Task Force, National Funeral Di-
rectors and Morticians Association,
American Association of Physicians
for Human Rights, and National As-
sociation of Emergency Medicals
Technicians. The consultants also in-'\D
cluded a labor union representative,
an attorney, a corporate medical di-
rector, and a pathologist. However,
these recommendations may not re-
flect the views of individual consult-
ants or the organizations they repre-
sented.
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Reye Syndrome

(Continued from page 1)

cation scheme). Only 10% were ad-
mitted without any alteration in the
level of consciousness. Approxi-
mately one half of the patients (52%)
developed coma (stages IlI, IV, or V)
during the course of their illnesses.

In recent years the case report form
has requested information on salicy-
late and acetaminaphen blood levels,
if available. Although the numbers are
small (8/12 vs. 0/4), it appears that
when patients with RS were tested,
salicylate was present in the blood
more often than acetaminophen (P <
.04 by Fisher’s exact test).

Editor's comment: Although these
figures undoubtedly underestimate
the true incidence of RS cases in Vir-
ginia, it is important to note that re-
cent reports have declined in spite of
the increased attention given to this
syndrome. Earlier diagnosis and bet-

| ter treatment have improved the sur-
vival rate for patients with RS.2 These
improvements, however, cannot ex-
plain the decrease in reports of nonfa-
tal cases of RS. National surveillance

February, 1986

data suggest that this decrease cannot

be explained by any decline in inci-

dence of influenza or chickenpox.'

Reduced usage of salicylates among

children with influenza or chickenpox

has possibly contributed to the de-
cline in incidence of RS. The Surgeon

General first warned of a possible as-

sociation between salycylate use dur-

ing antecedent infections and RS in

1982.% Since then a decline in_salycy-

late usage has occurred, in parallel

with the decreasing incidence of RS.*
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Neurological Condition
Staging System
for Reye Syndrome
Stage 0

Stage I

alert wakefulness

difficult to arouse, le-
thargic, sleepy

Stage Il  delirious, combative,
purposeful or semi-
purposeful motor re-

sponses

Stage IIl unarousable, pre-
dominantly flexor
motor responses, de-

corticate

Stage IV unarousable, pre-
dominantly extensor
motor responses, de-

cerebrate

Stage V  unarousable, flaccid
paralysis, areflexia,

pupils unresponsive

A seventh category is defined as
‘““curarized or equivalent; there-

fore could not classify."”




Cases of selected notifiable diseases, Virginia, for the period January 1 through January 31, 1986

State Regions

Disease S P RO e Lol
Month | Month | 1986 1985 | To Date [NNW. | N. [S.W. | C. | E.
Measles 0 0 0 0 2 0 0 0 0 0
Mumps 4 2 4 4 b 0 | 1 1 |
Pertussis 2 1 2 0 1 1 1 0 0 0
Rubella 0 0 0 0 1 0 0 0 0 0
Meningitis—Aseptic 18 38 18 13 14 1 0 2 4 | 11
*Bacterial 21 23 21 17 23 3 | 4 5 8
Hepatitis A (Infectious) 3 10 3 19 14 1 0 | 0 1
B (Serum) 23 39 23 47 39 3 4 6 5 5
Non-A, Non-B 2 12 2 12 6 0 1 0 1 0
Salmonellosis 64 53 64 74 78 R T e i ) e
Shigellosis 5 2 5 6 18 0 3 | | 0
Campylobacter Infections 27 30 27 26 22 2 8 3 5 9
Tuberculosis 7 72 71 0 — 1 0 1 0 |
Syphilis (Primary & Secondary) 54 16 54 26 43 2 5 12 10825
Gonorrhea 1279 1368 1279 1448 1678 e el Bt et
Rocky Mountain Spotted Fever 0 0 0 0 0 0 0 0 0 0
Rabies in Animals 6 10 6 5 18 | 3 | 1 0
Meningococcal Infections 2 7 2 4 6 0 0 1 1 0
Influenza ik 4 13 21 716 5 1 2 3 2
Toxic Shock Syndrome 2 0 2 0 0 0 1 0 0 |
Reyes Syndrome 0 1 0 0 1 0 0 0 0 0
Legionellosis 3 3 3 1 1 1 0 2 0 0
Kawasaki's Disease 1 0 1 5 2 0 | 0 0 0

Other: Acquired Immunodeficiency

Syndrome 21 8 21 4 0 1 4 21011 3

Counties Reporting Animal Rabies: Greene 1 raccoon; Fairfax 1 raccoon; Loudoun 2 raccoons; Alleghany 1 raccoon;

Hanover 1 raccoon.

Occupational Illnesses: Carpal tunnel syndrome 10; Asbestosis 9; Hearing loss 5; Dermatitis 2; Mesothelioma 1; Silicosis 1.

*other than meningococcal
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